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ATTACHMENT 6b Date: 9/1/27
Mail To: 1. Complete this form
€.D0.S. FEDERAL CORPORATION 2. Attach to PA/RF
grig':r A8L81thorization Unit PAIPA (Prior Authorization Request Form)
uite
6406 Bridge Road PRIOR AUTHORIZATION 3. Mail to EDS
Madison, WI 53784-0088 PHYSICIAN ATTACHMENT

RECIPIENT INFORMATION
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LAST NAME - FIRST NAME MIDDLE INITIAL MEDICAL ASSISTANCE 1D NUMBER AGE

PROVIDER INFORMATION
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PERFORMING PROVIDER'S NAME PERFORMING PROVIDER'S MEDICAL PERFORMING PROVIDER'S
ASSISTANCE PROVIDER NUMBER TELEPHONE NUMBER

REFERRING/PRESCRIBING
PHYSICIAN'S NAME

A. Describe diagnosis and clinical condition pertinent to service or procedure requested:

B. Describe medical history pertinent to service or procedure requested.
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C. Supply justification for service or procedure requested.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT FROM
THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

Date Requesting Provider's Signature
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